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Joan Beck 

Why does Billy, uho seems so bright when 
you talk with him, have trouble learning in 
school? 

Why can't Beth si. still - without figdet- 
ing, poking, talking, jumping up, wandering 
around, and upsettirig the wnole class? 

Uhy do loving, apparently fine parents 
like the Nelsons have three ’'good" youngsters 
and one troublemaker like Pete? 

bJhat can be done about Ed, who has tantrums 
six times a day over the most trivial frustra*-- 
tions? Dr Johnny, who is so hyperactive and 
destructive the neighbors have forbidden their 
moppets to play with him? Or Plarty , who writes 
like a 1st grader, altho he • s now in 6th? 

Today, the problems of the child who has 
difficulty learning and/or behaving are being 
seen in a new light, called by new terms, 
treated in new ways* All the answers aren’t 
in yete But today, enough is known about such 
problems to guide parents into new paths of 
thinking, absolve them of guilt for mis- 
managing their offspring, and point the way 
but of an acutely painful situation. 

The basic cause for the problems of the 
Billys, Eds, Petes, and Beths is brain injury 
or dysfunction, experts in pediatric neur- 
ology, psychology, and other related fields 
are now discovering. 

Unlike mental retardation, minimal brain 
injury affects only a small part of the brain. 



, 1 ~ 




V 



some areas of performonce ^ Unlike cult.ural 
depnv/dt Lon j it's caused by a physiCdi 
difference in the child ~ not by lack oT 
n'entdl st.jmuli in the environment.. Unlike 
smotionai iilness, i r, is not the result of 
in te rpersorial relationships, aiiho a child 
Ljith minimal brain irrjury may develop 
emotlonai problems later or, he cause he is 
so often misunderstood and not tielpedo 

Sometimes the physical damage r.o the 
child*s brain can be pinpointed. Perhaps 
it occurred in an auto accident. Or it 
shows up on an x-ray or an electroencephalo- 
gram. But often there is no obvious injury 
to the brain that can be proven by the limited 
diagnostic tools available today. 

But because the child's symptoms and 
learning difficulties, the '‘soft neurologi- 
cal signs" match those of children with known 
brain damage, it is now considered logical 
and useful to assume such injury. Often a 
child's history will re'/eal when the injury 
could ha\/e happened - complications in the 
mother during pregnancy, a premature birth, 
difficult delivery, a high fever or head 
injury in early childhaod. There is also 
sonie evidence that specific types of brain 
dysfunction may be inherited, particularly 
by males. 

Because phyaical evidence is often lacking 
or can be detected only by a skilled pediatric 
neurologist, children with minimal brain injury 
have usually been misdiagnosed in the past. 

Even today, most are sent to child guidance 
clinics where their parents are likely to be 
"treated" in an attempt to persuade them they 
are causing the child's symptoms and damaging 
him emotionally. 
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(Some p&renls \ a\ie even oeen toia their 
child cannot Learn to leao be cause the shapes 
of the letters nave deeply symbolic meanings 
the ”o‘' looking like a toilet seat^, for 

BxSiTip] B - ) 



Generdlly, parents iiave been aheda of 
professional S5 in recognizing the problems ot 
bram’^'injured children. Many of the pro- 
fessional-level conferences and booklets on 
the subject are sponsored by organizations of 
parents. Parents raise money for research, 
provide scholarships to train special teachers, 

’’Often parents of brain-injured children 
find themselves in the ludicrous position of 
having to explain the idea of brain injury to 
physicians, psy chologissts and teachers’ , 
commented one medical authority. 

Just houj many children in our sdiools 
today suffer from learning difficulties and 
behavior problems caused basically by minor 
and undetected brain injury? 

Fifteen to 20 percent, estimates Dr. 

(\leuell 0. Hephart, Director of the Achieve- 
ment Center for Children, Purdue University, 

At least 70 percent of all youngsters 
referred to a child guidance clinic for any 
reason ujhatsosver have detectable organic 
brain differences; reports Dr, Sam D. Clements, 
Universaity of Arkansas Medical Center. 

Boys outnumber girls - as much as 6 and 
10 to one, some studies shou. The number of 
children mith minimal brain injry seems to 
be increasing, according to Dr. Clements, 
partly aecause of more auareness of the 
problem and better diagnosis. Another factor 
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may be that because of advances in medical 
care, more youngsters are surviving to 
school age uith injuries to the drain. 

Today, professionals in many areas » 
pediatrics, neurology, ophthalmology, 
audiology, speech pathology, psychiatry, 
psychology and education - are trying to 
help children uho can't learn and can't 
behave. But there is still no uidely 
accepted metnod of diagnosis and treatment. 
Until nouj , there hasn't even been general 
agreement about uhat to call the problem. 

To coordinate knowledge and speed 
research aboL't children with learning 
problems, the National Institute of l\leurO" 
logical Diseases and Blindness and the 
National Society for Crippled Children and 
Adults have sponsored a three-phase research 
study. The first report, by the project 
director, Dr= Clements, concerns terms and 
diagnosis. It was published in March. 

At least 38 different, names have been 
given to the minor kind of brain injury or 
dysfunction that causes learning and be- 
havior problems, notes Dr. Clements in the 
new report. These include such jaw-breakers 
as *'choreiform syndrome", "cerebral dysyn- 
chronization syndrome", "association deficit 
pathology", and "psychoneurological learning 
disorders". Others are more familiar to 
laymen: "perceptual handicapped child" and 

"clumsy child syndrome". Parent groups have 
also used "invisibly handicapped child" or 
simply, "the other child". 

"Minimal brain dysfunction" was selected 
by the project members as the most accurate 
and useful name. Children wi 3h minimal brain 
dysfunction are defined by those criteria: 
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ThEy ars abovE norma' normal or slightly 
bEloLJ normal* (but abovE the sducable rangE) in 
intElligencE ^ 

ThEv havE aonormaiitiES in learning and/ 
or beha\/ior, ranging tronri mid to severeo 

Ihese 'J fficulties are caused Dy subtle 
deviations in the central nervous system 
resulting from inhereited genetic patterns,, or 
irregularities in body biochemistry or injury 
before, during or after dirth, or illness or 
injury during the early years- 

These deviations affect parts of the 
central nervous system concerned uith per-’ 
ception, the forming of concepts, language 
the ability to pay attention, impulse controi , 
and motor development. 

The author uill use ’’minimal brain dys-=- 
function” uith this definition as ue continue 
to report to you neu research about ways in 
which this large group of misunderstood 
children can be helped. 

Bob is the most difficult child in the 
second grade. Altho he seems quite intelli“ 
gent, he hasn’t made any progress learning to 
read. He tries painfully hard to copy the 
spelling words correctly , but the marks on his 
paper don't even come close to looking like 
letters , 

Restless and fidgety, Bob can't sit 
quietly for a minute and pay attention to the 
teachere He talks out impulsively. He paces 
about the room. He's so boisterour and wild 
on the playground, disrupts the other children’s 
games so often they tend to ostracize him. 
Sometimes he breaks down completely into 
trustrated tears or an angry tantrum. 



5 



Yet Bod isn't retarded. "He could do 
the Ljork if he tried", his teacher and his 
parents tell each other. But, somshou, Bob 
does seem to be trying. 

Bob is typical of many youngsters uhn 
suffer from mild brain injury, or dysfunction. 
Such a youngster can have any combination of 
dozens of learning and behavior problems, 
points out Dr. Clemsnts. 

Altho recent medical literature lists at 
least 320 different symptoms of minimal brain 
dysfunction, most of them fit into ID major 
categories, explains Dr. Clements, These 
symptoms may be so feu and mild the youngster 
functions only a little belou his basic inteili' 
gsnce level. Dr they may be so severe he 
isn't able to attend regular school at all. 

Theses symptoms are: 

1. A bnormal motor activity . Such a 
child is overactive. He fidgets. He jumps 
from one activity to another. He may talk 
in disorganized torrents. Dr, hs may be 
unusually slou in everything he does, 

2. Poor coordination . This symptom 
shous up in clumsiness. The youngster has 
trouble making liis eyes and hands function 
together. He may have difficulty uith fine- 
muscle activity. Such as buttoning, drauing , 
uritinrj. Dr, he may be siuu learning to ualk , 
ride a bicycle, or develop skill in sports. 

3. Im pulsiveness . A child uith M.B.D. 
can't seem to keep from touching everything 
and everyone around him. Small stimuli can 
set him off. He acts- and often talks 



before he thinks- 
manageable , 



He IS unpredictable, on * 



^ Snort d I tent .'to n span . nnnrpntra ting 
□ n any one thing such as uhat the teacher is 
saying or uuhat's written on the blackboard is 
difficult for a youngster ujith He is 

easily distracted, often by minor noises or move- 
ments in the classroom* Some of chese children 
can become ''locked'' in an activity, repeating it 
needlessly until halped to stopo 

Perceptual dis abilities. These can 
involve the visual, auditory, or kinesthetic 
and tactile senses, so that a child does not 
see uhat others see or hear uhat they hear or 
have the same sense of space and size relation- 
ships, altho there is nothing wrong with his 
eyes, ears, or other sense organs. 

Specific learning problems . Reading, 
writing, spelling and aritfTmetic tend to be 
difficult for a child with But these 

problems are spotty. He may do well in some 
areas, poorly In others. His over-all I.Q, 
score may be in the average range, yet he will 
score quite high on some subjects and very low 
on others- 



Emotionally highstrunq . The child 
with M.BeD. is often Irritable, overly sensi- 
tive, quick tempered, explnsive , moody, hard 
to live with. He flashes betuepn tantrums and 
remorse. He panics easily. His toleram;e for 
failure and frustration is low. 



8, Language disorders. Speech 
irregularities are common. Such a youngster 
may be slow to talk and hard to understand. 
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9, *'Soft‘’ neurological signs, Specific 
findings of brain damage are not often found, 
but a child uith learning problems often has 
smaU indications that something is wrong. 

He may be cross-eyed. His eye-hand coardina” 
tion is poor. He may not be clearly right or 
left handed. Dr he may be right handed, but 
left-eyed. He may have a history of head- 
banging, teeth-gr inding , bed-wetting, sleep 
problems. 
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electroence ph alogram . 



Tf Johnny has persistent learning or 
behavior problems in school, he's apt to be 
labeled ’’naughty” or ’'retarded” or "emotion- 
ally disturbed", or "lazy", altho in reality 
he may suffer from minimal brain dysfunction. 



lilhich label he gets will depend, probably 
on whether he is taken to a pediatric neurolo- 
gist, a mental health clinic, a children's 
clinic in a medical center, or the woodshed. 
The label pinned on him will also determine 
how much of what kind of help is given* 



Finding the real cause of learning and 
behavior difficulties takes a longer and 
more skilled diagnosti.c work-up than most 
problem youngsters receive, emphasizes Dr, 
Clemen ts. 



If your child has persistent learning 
and/nr behavior problems , ■ you should see that 
the search for reasons includes the following: 

1, A thoro physical exam by a pediatri- 
cian or family doctor who knows about the 
youngster's learning difficulties. A routine 
school exam or even a regular pediatric check- 
up isn't enough. It isn't enough, either, for 
a child guidance clinic to request a form 
medical report on a child 
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2» A detailed history of the youngster* 
This should include information about pregnancy, 
birth, and early infancy j childhood illnesses; 
motor, language, and social development; family 
backgrou'id , specific relationships uith others 
in the family and uith friends; emotional 
stresses. Also necessary are observations 
from the child's teachers and principal detail^ 
ing school behavior and progress. Samples of 
school uork should be available to those 
studying the diagnosis. 

3. A pediatric neurologic examination, 
including an assessment of neurological develop- 
ment and visual perception, 

4. A psychological examination. This 
should consist of an individual I.CJ. test, 

Ljith a record of sub- test scores; an evalua- 
tion of reading skills; measures of visual 
motor-perceptual functioning; and observations 
of behavior in many different situations, 

5. Education evaluation. Tests should 
be given to check the child's achievement 
level in reading, number concepts, spelling 
and Ljriting. 

6. Language evaluation. Skilled tests 
of speech and hearing are important in diag= 
nosing the reason for school prob. ems. 

7. Specific examinations, such as an 
electroencephalogram, if indicated, 

A diagnosis of minimal brain dysfunction 
usually comes as a great relief to parents. 

They need no longer feel they are to blame for 
their child's difficulties in some subtle, 
psychological uay. Explained simply and hope- 
fully, it can also be a relief to a child, who 
knous he isn't doing as uell as others, but 
hasn't understood ujhyo 
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Dr? Hephart of Pui'due University tells 
about one such youngster uho was being teased 
on the playground because ms eyes sometimes 
crossedc Retorted the boy: ^'Look, kid I 

used to be brain injured. My mother and I 
are working very hard on my prohiem and when 
we get done, my eyes won’t cross. In the 
meantime, shut up*” 

If your child has minima] brain dysfunc- 
tion, if he has problems of learning, and/or 
behavior that have a neurological basis, how 
can you help him? 

As of today, there is no single answer 
that all experts in this field agree upon. 

The concept of minimal brain dysfunction is 
still too new. The problem is too complex. 

The children differ too much from one another. 
And too little long-term researcn in treatment 
methods has yet been completed. 

Yet most children with minimal brain dys= 
function can be helped considerably. Here is 
how to go about it: 

First, try to have your child’s learning 
and behavior problems correctly diagnosed 
because diagnosis often suggests the best 
treatment methods. You mav be lucky enough to 
live in a community that has an out-patient 
clinic for children with (and, not 

too long a Wdi ting list). Or you may be 
able to get diagnosis and help at a university- 
affiliated medical center. 

These clinics and centers differ somewhat 
in their approach to minimal brain dysfunction 
and its treatment. Some put great stress on 
motor activity ^ creeping, crawling, tram- 
poling, balance board activities. Some 
emphasize the development of handedness and 
coordination. 
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Qthsrs concentrate chiefly on language dis- 
orders such as poor speech and inability to 
read and write. 

If neither clinic nor medical center 
is available, look for a physician who has 
interest and knowledge in this specialized 
field (not ail doctors do). If your young- 
ster's difficulties have a neurological 
basis, you will probably not find help in 
a child guidance clinic or mental health 
center concerned chiefly with emotional 
problems , 

Some doctors and medical enters report ; 

that drugs are useful in helping children with | 

Generally, these are prescribed to 
reduce hyperactivity and irritability and to | 

increase attention span. ! 

An excellent source of help is the j 

nearest organization of parents with children | 

who have minimal brain dysfunction- These j 

groups now exist in many large cities and | 

some states, but their names vary greatly * 

and may be confusing, Di'ganizations concerned ^ 

about ’'perceptual disorders'.', "learning j 

disabilit les" j "Invisible handicaps", i 

"minimal brain damage", and "the other child" j 

are dealing with the youngster who has M.B.D, | 

I 

These parents groups usually publish | 

or make available excellent booklets on ways } 

of helping children of every age who have 
minimal brain dysfunction. They arrange ; 

lectures by leaders in this field. They raise ■ 

funds to support research and to tram special 
education teachers. Some even sponsor scien- 
tific seminars to help educators and child 
guidance counselors keep abreast of new 
findings. 
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Yolt ctTild may be eligible for a special 
Eiducation class, if he is unable to learn 
readily in a regular classroom- Such classes 
are designed for youngsters uho are normal or 

above in intelligence but need a classroom 

^ Ht ch-prap-h 1 nn J=^ncl tihR 

r FEB or ywbixy ^ 

help of a teacher trained in detecting 
Ljorking around his learning handicaps^ 
of noLj, hoLjever, these classes are far 
to serve the urgent needc 
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You can also obtain a free packet of 
helpful information about minimal brain dys- 
function by Ljriting to the National Society for 
Cippled Children and Adults , 2023 Ul. Ogden 
Ave», Chicago, 111. 60612. These are avails 
able in limited quantities only. 



Children uith minimal brain dysfunction 
are not alike, Dr, Hephart told an audience of 
educators and parents recently. ^’There is not 
a method for teaching these children. There 
are hundreds of methods® 



"The problem is to pick the one that 
uorks Ljith your particular child. That does° 
n't mean the rest of the methods are bad. 
Continue any metnod that uorks. Discontinue 
any method that doesn't uork ■= including mine. 



Most treatment methods aim to help the 
child uith minimal brain dysfunction to control 
his hyperactivity and to direct it construe^ 
tively^ At home, it may help if you can keep 
your child's life as simple and predictable as 
possible. He should get up, eat, play, match 
television, do homeuork and chores, and go to 



hpH nn a regular timetable. His meals should 



be simple 5 served uithout distracting table 
settings and uithout guests. 
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A youngster uith needs a room of 

his OLjn , or at least a screened-of f private 
area j say':mast researchersc Colors should 
be quiet. There should be as feu distracting 
features as possible. Toys and equipment nbt 
being used should be stored out of sight. 

The youngs'l'-T" ' s desk or table should be turned 
auay from the uindou. 
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patiently uith him as he learns to care for 
himself and get along uith others. Often, you 
may 'be able to plan ahead to help him prevent 
tantrums or emotional outbursts or unacceptable 
behavior. 

A child uith needs far more consis- 

tant discipline than other children. Adults 
need to remember that uhat may seem to be mis= 
behavior may really be uhat one fater called 
the “incredible subterfuges uith uhich he 
strives to conceal his ueaknesses. “ 



Special training can often help a child 
uith M.B.D. to overcome his individual learning 
disability. Practice in learning to hear 
accurately or exercises in visual perception 
may benefit him greatly. 

Until the training is completely success- 
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He may discD'.'sr^ for example, that he 
can remember a lesson better if he reads it 
aloud so that he can learn it rhru his ears 
as Ljell as uith his eyes- Montesson - type 
snuinment that is self -correcting and _ _ 

structured to teach one particular skill orten 
Ljorks successfully uith such children, 5o 
does a tactile, kinesthetic approach to some 
%ses of iearning, such as tracing letters 
Ljith the fingertips- 

HOLJ Ljell a child succeeds later on 
seems to he related less to the degree of 
brain injury or dysfunction than to his oun 
self-’image, suggests Dr, Sol Gordon, graduate 
school of medicine, University of Pennsylvania. 

Tell your child the truth about his 
problems, Dr. Gordon advises parents, "lell 
him that he is handicapped. Above all, don t 
tell him that he is normal like everybody 
else. He uon ' t belive you. Tell him tnat 
there are on.^y tuo mays of responding to a 
handicap. One: Spend the rest of his life 

unhappy and feeling sorry for himself. Tuo: 
Learn to make the best of his assets and 
become as independent and self-sufficient 
as pobbible.” 

•'Brain injry is permanent” , Dr. Hephart 
emphasizes. "But the behavior effects of 
brain damage may not be permanent, if oe can 
learn iico to teach th se children. 



Reproduced courtesy of the Chicago Tribune 
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